Progressive 
gained an accepted place in the surgical treatment of atherosclerotic coronary artery disease.l1 Similar use of the long saphenous vein for bypass in peripheral arterial surgery has proved satisfactory in long-term followup.5 8 Experimental and clinical evidence of preservation of the histological structure of the long saphenous vein used in femoro-popliteal bypass graft has been established. 7' 8 However, long-term follow-up of vein grafts used for aorto-coronary bypass is not available at present.
The purpose of this communication is to report the case of a patient who died 114 days after aorto-coronary bypass graft to the right and anterior descending coronary arteries. His vein graft -initially shown to be widely patent on selective postoperative angiography -became progressively occluded by endoluminal fibrous fftickening. Postmortem examination revealed, in addition to marked mediastinal and pericardial adhesions, dilatation of all four cardiac chambers and complete occlusion of both aorto-coronary grafts. The occlusion of the graft to the left anterior descending artery was old but the occlusion of the graft to the right coronary artery was recent. There was marked narrowing, beginning immediately at the take-off of the vertical limb of the Ygraft, on the aorta down to the bifurcation of the Circulation, Volume XLIII, May 1971 graft, with a residual lumen of 1 mm (fig. 2) . The narrowing tapered off in the first portion of the graft to the right coronary artery. The lumen of the graft from that point to the right coronary artery was normal in size although occluded by a fresh thrombus.
On histological sections, the intima was markedly thickened by dense fibrous tissue. There was also thickening, but to a lesser extent, of the media and adventitia (fig. 3) . The muscle and elastic layers of the media were preserved, although in some areas the fibers were fragmented and replaced by fibrous tissue. Section of the left ventricular myocardium showed extensive fibrosis. There was no evidence of recent myocardial infarction or of pulmonary or systemic embolization. The pulmonary arteries showed evidence of hypertension and arteriosclerosis. The cause of death was believed to be chronic left and right ventricular failure as well as occlusion of both aorto-coronary bypass grafts.
Discussion
Vein grafts subjected to arterial pressure and flow get thicker with time and ultimately take the gross appearance of arteries.7' 8 Unlike other veins, the saphenous vein does not dilate or develop aneurysm.10' 11 It may, however, dilate when utilized as a patch graft, in larger arteries such as the thoracic aorta8 or the femoral artery." In this situation, according to Laplace's Law, the distending pressure, which is directly related to the diameter of the artery, may overcome the elasticity of the vein and cause rupture or aneurysm formation. 8 The small diameter of the saphenous vein probably does not allow the development of distending pressures of such magnitude. In addition, as pointed out by Linton, the long saphenous vein has already been subjected to high internal pressures prior to its utilization as a bypass conduit."
Long-term follow-up of saphenous veins utilized in femoro-popliteal bypass grafts has shown that, while all layers of the vein thicken, the internal diameter remains relatively constant, and late occlusion is more a consequence of progression of the disease in the distal arterial tree than of local changes in the vein itself. 7' 12 On the other hand early occlusion of femoro-popliteal or aorto-coronary vein grafts may be secondary to local factors such as the 
